The willingness to pay (WTP) for mortality risk reduction from four causes (lung cancer, other type of cancer, respiratory disease, traffic accident) are estimated using random parameter logit model with data from choice experiment for three regions in Turkey. The value of statistical life (VSL) estimated for Afsin-Elbistan, Kutahya-Tavsanli, Ankara and the pooled case are found as 0.56, 0.35, 0.46 and 0.49 million Purchasing Power Parity (PPP) adjusted 2012 US dollars (USD). Different types of risk cause different VSL estimates and we found the lung cancer premium of 213% against traffic accident. The effects of one-year-delayed provision of risk-reduction service are the reduction of WTP by 482 TL ($318 in PPP adjusted USD) per person on average, and the disutility from status-quo (zero risk reduction) against alternative is found to be 891 TL ($589 in PPP adjusted USD) per person on average. Senior discounts of VSL are partially determined by status-quo preference and the amount of discount decreases once the status-quo bias is removed. The peak VSL is found to be for the age group 30-39 and the average VSL for the age group is 0.8 million PPP adjusted USD). Turkey's compliance to European Union (EU) air quality standard will cause welfare gains of total 373 million PPP adjusted USD for our study areas in terms of reduced number of premature mortality.
Introduction
The Value of Statistical Life (VSL) has been estimated in various parts of the world and adopted in cost benefit analyses and policy evaluations involving potential direct or indirect changes in mortality risks [1] . Turkey, as a candidate country for European Union membership, is required to adopt sets of EU directives, and as a developing country experiencing rapid industrialization and urbanization, is not an exception of the countries that seek proper and complete country-specific analyses of policy options. Although an Environmental Impact Assessment is mandatory for the projects affecting environment, our review of existing reports revealed that insufficient impact analyses of human health have been conducted in such assessments. It is also often the case that the environmental or health benefit or cost values used in the analyses are borrowed from the case studies conducted in EU countries and are not Turkey-specific values. When a cost benefit analyses (CBA) and an environmental impact assessment regarding a policy or project that affect human mortality is conducted, it is essential to translate the potential increase or decrease in premature mortality into a monetized fashion, since only doing so allows one to conduct a comprehensive CBA and make informed decisions that lead to efficient resource allocations.
Estimation of VSL allows us to convert a change in mortality risk into a specific monetary value which can be included in CBA. Since no study exists, to the best of our knowledge, estimating the value of statistical life for Turkey, it was impossible to conduct a Turkey-specific complete cost-benefit analysis or health/environmental risk assessment that evaluate the changes in the mortality of the Turkish people. This study attempts to fill in the missing components in CBA for the projects and policies conducted in Turkey. The main objectives of this study were: (1) to estimate VSL for Turkish population using a choice experiment, (2) to measure the impact of risk types on VSL, (3) to observe VSL values for different age groups, and (4) to test the feasibility of conducting a choice experiment in Turkey.
The rest of the article is structured as follows: Section 2 provides an overview of the basic characteristics of the study sites. Section 3 reviews existing related studies. Section 4 describes the survey concept, design, implementation, descriptive statistics and estimation models. Section 5 reports the estimated results for seven models. Section 6 presents an application of the derived VSL in an air pollution policy evaluation setting, followed by the conclusion and discussion in Section 7.
Description of Study Areas
We conducted a survey in five cities (Afsin, Elbistan, Kutahya, Tavsanli and Ankara) in three provinces (Ankara (Ankara), Kahramanmaras (Afsin, Elbistan) and Kutahya (Kutahya, Tavsanli)) that are shown in Figure 1 . The choice experiment reported in this study is one of the components of a project that is designed to estimate the monetized health benefits of air quality policy, focusing on PM 10 reduction. We have selected study cities based on the PM 10 levels up to year 2007, the existence of coal-fired electric power plants, and the socio-economic development ranking.
Figure 1. Geographical Location of the Study Areas in Turkey.
Based on the 2011 socio-economic development ranking [2] , Ankara is the second, Kutahya is the 38th and Kahramanmaras is the 60th out of 81 cities. Ankara (population: 4.9 million, 2011 Census [3] is an example of large and developed cities, Kutahya (population: 0.56 million) is of medium sized cities, and Tavsanli (population: 101,001) in Kutahya, Afsin (population: 84,244) and Elbistan (population: 139,046) in Kahramanmaras are of small sized cities.
While the 1-year average of the EU air quality standard for particulate matter less than 10 micrometer in diameters (PM 10 ) is 40 µg/m 3 , in Turkey the level was 150 µg/m 3 till the end of 2013.
Currently, the standard level is targeted to be lowered to 60 µg/m 3 and it will be lowered to the EU standard by year 2019. The PM 10 contributes to the estimation of the health benefit from the compliance to the EU air quality standard in terms of reduced premature mortality. The demographic statistics of the cities' population are obtained from the Turkish Statistical Institute (TUIK). The male-female ratios of all study areas are about 50.6%, the age group ratio for the ages 20-29, 30-39, 40-49, 50-59, 60-69, and 70-74 are approximately 32%, 25%, 19%, 12%, 9% and 2%, respectively. There are no significant differences in the age structure across study areas. Monthly household disposable income distribution for general Turkish population (household income data are not available for any of our study areas) is reported as 715 TL, 1215 TL, 1726 TL, 2434 TL and 4983 TL as the average values of the 1st through the 5th quintiles [3] . For urban areas, the average values for the same quintiles are 865, 1388, 1921, 2666 and 5498 TL and for rural areas, they are 520, 908, 1274, 1862 and 3517 TL. As for the illiteracy rate, it is 1.7% for males and 8.1% for females among the 15 year-old and older population in Turkey in general. The illiteracy rates for our study areas are [male/female: 2.1%/10.3%] for Kahramanmaras, [0.8%/3.8%] for Kutahya, and [0.7%/4.7%] for Ankara. The higher illiteracy rates for females are common in all study areas.
Approximately 60% of the population in Turkey has elementary school education as their highest degree. Even in Ankara, the second largest city in Turkey, the majority of the population (43% for male, 49% for female) have middle school or less education. The proportion of university graduates is the highest in Ankara (22% for male, 18% for female) and the lowest in Kahramanmaras (14% for male, 8% for female) among our study areas. This high illiteracy rates and relatively low levels of education on average make mail survey and internet survey a non-reliable option in Turkey.
Literature Review
There is no prior study, to the best of our knowledge, estimating willingness to pay for mortality risk reductions and the value of statistical life in Turkey. We found about ten studies estimating VSLs by using the stated preference method (SP) in developing countries, and those include six studies for China, two studies for Thailand, one for India and one for Mongolia. We will review these studies in the first part of the literature review. There are a few studies deriving VSL by using choice experiment, and we will briefly review these studies in the second part.
A Review of VSL Studies Using SP Method in Developing Countries
Estimated values of statistical life based on specific diseases in developing countries range from $4200 (in 1999 USD) in Anquing, China (Hammitt and Zhou [4] ) to $1.32 million (in 2003 USD) in Bangkok, Thailand (Vassanadumrongdee and Matsuoka [5] ). Compared to the values used in developed countries (e.g., $7.4 million (in 2006 USD) for USA [6] , €1.4 million (in 2000 Euros) for EU countries [7] , $1.5-4.5 million (in 2005 USD) with the base value of $3 million for OECD countries and $1.8-5.4 million (in 2005 USD) with the base of $3.6 million for EU-27 [8] ), VSL estimates are in general significantly lower in developing countries.
The lowest bound of VSL estimates were found by Hammitt and Zhou [4] . Their study is based on a large (total 3700) sample from three cities, Beijing (a large city), Anqing (a small city) and rural area near Anquing in China. WTP for cold, chronic bronchitis and mortality risk reduction related to air pollution were estimated. For mortality risk reduction, WTPs to reduce mortality risk in next year by 10 or 20 in 10,000 from current risk of 70 in 10,000 were estimated. The median WTP for rural areas ranged between $7830 and $40,500, it was between $4200 and 4780 for Anqing, and it was in the range of $16,300 and $16,900 for Beijing. It is worthwhile to note that the WTP values derived were larger in the rural area than Anqing although the monthly household income was twice as much in Anqing. Vassanadumrongdee and Matsuoka [5] conducted two contingent valuation method (CVM) surveys in Bangkok, Thailand and estimated VSLs based on WTPs for the reduction of mortality risks from air pollution induced lung diseases and traffic accidents. The estimated ranges of VSLs were $0.74-1.32 million (in 2003 USD) for air pollution and $0.87-1.48 million for traffic accidents.
Other VSL studies on developing countries include Hoffmann et al. [9] , Bhattacharya et al. [10] , Wang and Mullahy [11] and Gibson et al. [12] . Hoffmann et al. [9] conducted a computerized CVM survey in Ulaanbaatar, Mongolia in 2010 and derived the WTP for mortality risk reduction for contemporaneous and latent diseases. The survey was designed to be consistent with seven other studies conducted in the United States, Canada, the United Kingdom, France, Italy, Japan and China [13] [14] [15] [16] and adopted a generic product as the means of reducing the risk. The obtained VSL was $221,000 (in 2009 USD) or $493,000 in PPP adjusted value. Bhattacharya et al. [10] conducted CVM to elicit the WTP for reducing the private risk of dying in the context of traffic safety in Delhi, India in 2005. The estimated VSL was $150,000 in PPP adjusted value. Wang and Mullahy [11] estimated the value of saving one statistical life through improving air quality in Chongqing, one of the largest cities in China in 1998. They found that the respondents' average median WTP to save one statistical life was $34,458. Gibson et al. [12] estimated VSL based on landmine clearance context in rural Thailand by using CVM in 2003. Respondents were asked to reveal the amount of income that would make two areas with different risk of death from a landmine accident indifferent. Median VSL was estimated as $295,500.
Although the relationship between the VSL (WTP for risk reduction) and the respondents' age was also investigated in the above mentioned studies, the findings are mixed. An inverse-U relationship (VSL increases until its peak, then decreases as an individual gets older) was confirmed in Vassanadumrongdee and Matsuoka [5] , while a negative relationship was found in Hammitt and Zhou [4] (a quadratic relationship was not confirmed) and Gibson et al. [12] , and a positive relationship was found in Wang and Mullahy [11] . In addition, the relationship between the status-quo preference and age was found to be U-shaped in Bhattacharya et al. [10] .
A Review of VSL Studies Using Choice Experiment
Although the VSL studies reviewed in the previous section use CVM, there are some studies estimating VSL using a choice experiment. We review the VSL-choice experiment studies in this sub-section. Tsuge et al. [17] estimated VSL using a choice experiment based on a survey conducted in Tokyo, Japan in 2002. Their attributes included the amount of payment for 10 years, risk reduction for 10 years, risk type (accident, cancer, heart disease and general risk) and the starting date of the risk reduction (now, 5 years or 10 years later). Although they did not find any significant evidence of the differences in people's WTP for the amount of risk reduction depending on the risk types, people's WTP for the opportunity of purchasing specific type of risk reduction actually changed according to the risk types. Other findings included negative WTP for risk reduction and strong status quo preference of elderly individuals (over 70).
Itaoka et al. [18] conducted a choice experiment to estimate WTP for mortality risk reduction due to different types of electric power generation (fossil fuel vs. nuclear power). Alberini et al. [19] used choice experiment to estimate VSL in the context of contaminated site cleanup policies in four cities in Italy in 2005. Their design of the profiles included five attributes (lives saved, the size of population affected by the program, number of years until the risk reduction is incurred, number of years the health benefits last and one-time tax payment for the household). Their findings included a higher WTP for males, and no significant differences were found among those who had college degrees. Age was also found to be a statistically insignificant effect on the value of risk reduction.
Carlsson et al. [20] compared VSL values for different causes, drowning, fire and traffic accidents by using a choice experiment conducted in Sweden in 2007. Each cause of premature deaths was asked separately and each respondent completed a total of nine choice experiments including three attributes, baseline risk, risk reduction and cost. Notable results included a negative VSL-baseline risk relationship found and an inverse U-shaped VSL-age relationship whose turning points were between 39 and 48 years depending on the accident types.
The study by Cameron and DeShazo [21] utilized a choice experiment with 12 different risk types (prostate cancer, breast cancer, colon cancer, lung cancer, skin cancer, heart disease, heart attack, stroke, respiratory disease, diabetes, Alzheimer's disease and traffic accident) and analyzed the effects of latency, future timing, duration of morbidities and morbidity types on individuals' WTP on health risk reduction. Among major findings, it is notable to observe the age-WTP for micro risk reduction relationship varied dramatically depending on latency, the duration of morbidity, and premature mortality.
Choice Experiment

Conceptual Model
The respondent selects an alternative i from J alternatives. The utility of person k from alternative i can be written as:
, (1) where are observed variables for individual k and alternative i which include alternative and individual characteristics, and is a vector of coefficients for these variables for individual k. In order to accommodate preference heterogeneity among individuals, we assume that the coefficients vary across different individuals with density . is defined as a random component that is an iid extreme value. The probability of an individual k's choosing alternative i among other alternatives j ( ) is expressed as:
.
If we assume that . is normally distributed (  ) with mean µ and covariance Σ, the above probability can be rewritten as:
where .
The parameters are estimated with simulation by maximizing the simulated log likelihood function:
where = 1 if the alternative i is selected and 0 otherwise. kj P is a simulated probability and is defined as, , where R is the number of draws [22] . We use Halton sequences and R = 1000 for the estimation. The marginal WTP for the attribute is derived as the ratio of the estimated coefficient for the specific attribute to the estimated parameter for the cost given the linear utility function.
Survey Design
The survey is composed of four sections. The first section asks basic demographic information, health status and history of minor and major illnesses of the respondent and the close family members (partner, children and parents, separately), observations and opinions of air pollution in the city, and two questions for probability comprehension. The second section includes a CVM question for evaluating the WTP for avoiding chronic bronchitis (the result of CVM is not reported here). The third section is a choice experiment (CE) question with follow-up questions including importance ranking among attributes and risk perceptions on voluntariness, controllability, severity and private knowledge. Monthly net household income, monthly interest payments, annual investment earnings are asked at the end of the survey. The total length of the survey is 14 pages and each questionnaire is completed in about 30 min.
Prior to the choice experiment, some facts about the mortality from different causes in Turkey are explained. The exact wordings, translated from Turkish to English, are reported in Appendix A. For clearer risk communication, a 10,000 human-shaped-grid (an example is shown in Appendix B) is presented for the explanation of the amount of risk reduction. Interviewers explain the relevant risk reductions (1, 3, 5 or 8/10,000) by using the template prior to the choice experiments. Following the risk descriptions, respondents are presented the CE questions. Two options with five attributes (Risk Type, Affected Person, Effective Date, Risk Reduction, and Price) that propose the possible types of mortality risk reduction from specific causes are explained. They are given the option of "neither", which is equivalent to selecting the status-quo option. The levels of attributes are presented in Table 1 . Four types of risk are selected (1) to reveal the marginal willingness to pay (MWTP) for avoiding respiratory disease in line with health impacts from air-pollution, (2) to examine the cancer premium in our sample, (3) to observe if different MWTP are found for different types of cancers (or equivalently, to see whether the VSL derived from different types of cancer actually changes) and (4) to see if the MWTP is higher for lung cancer which is the major cause of death among various types of cancer (a detailed description of each disease was not provided to the respondents, except for the types of respiratory diseases included in "respiratory disease". Therefore, the interpretations of "Cancer", "Traffic Accident" etc., may vary among respondents). Traffic accident is also included by assuming that it is the commonly recognized risk in the population. The types of Respiratory Disease include chronic bronchitis, asthma, respiratory infections, and emphysema.
The second attribute, Affected Person, specifies the beneficiary of the product. Own indicates that the risk reduction will be experienced by the respondent herself, and One of the Children is used to reveal the parental preference on the risk reduction for one of the children aged under 18. For each CE question, either Own or One of the Children is included. In this paper, we report the results from the Own risk. We asked a total of four CE questions to each individual. If the respondent has no child aged under 18, all four questions were asked regarding own risks. If the respondent has at least one child under 18, then we asked two questions for own risk and two questions for one of their children's risk to minimize the burden of respondents. The ratios of two (with at least one child)/four (without any child) answers for each study area are 349/146, 265/192 and 159/133 for Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively. The third attribute, Effective Date presents the starting date of risk reduction when the specific risk reduction program is selected. 
Data Collection
Followed by multiple focus-group discussions and pre-tests (September 2011, May 2012) in three cities, the main survey was conducted by trained interviewers during the June-July 2012 period in each city. The total numbers of surveys collected are 501, 531 and 301 in Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively (total 1333). After eliminating coding errors and protests, the final numbers of observations included in our analysis are 496, 460 and 292 for Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively (total 1248). Table 2 summarizes the basic demographic characteristics of the respondents from each city. Male over-represents Afsin-Elbistan sample while it is nearly equal in the other two areas. Since Afsin-Elbistan are relatively more conservative cities compared to other cities, male interviewers had some difficulties finding female respondents that agreed to complete the survey (10 interviewers, five male and five female were recruited to conduct both the pre-tests and the main survey in all study locations). When both male and female were present at the time of the interview, the male typically answered the questions. These factors have resulted in the higher male responses in Afsin-Elbistan. The average age of the respondents is about 40 years old, and our sample over-represents the thirties and forties age-groups and under-represents the twenties when compared with the population statistics. The educational background shows large differences between Ankara and the other two locations.
While more than 30% of our sample have graduated from universities in Ankara, it is about 10% in Afsin-Elbistan and Kutahya-Tavsanli. Approximately 40% of respondents from Afsin-Elbistan and Kutahya-Tavsanli had at most elementary school education. When we compare the population statistics to the sample regarding education, it becomes clear that our sample is over-educated (higher high school and university graduates ratios) compared to their corresponding population.
The summary of the counts of major illnesses in each study area is listed in Table 2 . The significantly higher occurrence of asthma and chronic bronchitis are observed in Afsin-Elbistan, including the respondents themselves and at least one of their children. While asthma is experienced by 8% and 6% of the respondents in Kutahya-Tavsanli and Ankara, respectively, it is 16% in Afsin-Elbistan. Sixty-three households (17%) of Afsin-Elbistan have at least one child that experienced asthma out of 365 households that have at least one child under 18. While the rate of experiencing chronic bronchitis is 5% in Kutahya-Tavsanli and Ankara, it is 10% in Afsin-Elbistan.
It is critical to know the level of understanding and confidence in respondents' answers especially for the case of surveys which require good comprehension of small probability and hypothetical questions conducted in developing countries. More than 80% of the respondents stated that understanding hypothetical questions were "easy" or "very easy" and 90% or more answered that they are confident about their answers on the amount of payment they had agreed to pay for the hypothetical questions. Furthermore, close to 90% of the respondents answered the question which test the comprehension of small probability correctly (probability comprehension questions: (1) . Under which situation do you have the higher risk of getting sick? (A. 5 out of 10,000 person getting sick, B. 10 out of 10,000 person getting sick), (2) . Which situation do you prefer experiencing, A or B?). Therefore, we can conclude that it is quite feasible to conduct stated preference survey which is based on hypothetical questions with small changes in probabilities even in small cities in Turkey, as long as it is conducted via face-to-face interviews.
As for the monthly household income, Ankara households earn on average 2796 TL (1570 USD, using 1 USD = 1.80 TL) monthly, and it is more than 50% higher compared to other study cities.
When we rearrange the income data from our sample to the form of TUIK's distribution of annual household disposable incomes by quintiles ordered by household disposable income, the income distribution of our sample are derived as (622, 711, 1147 TL) for the averages of the 1st quintiles for Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively, and similarly, they are (887, 1120, 1975) for the 2nd quintiles, (1267, 1607, 2515) for the third, (1901, 2007, 3308) for the fourth and (3648, 3440 and 5123) for the fifth quintiles. Afsin-Elbistan values are approximately 30% lower than the national average and are very similar to the averages for the rural areas, Tavsanli-Kutahya values are quite close to the national average from the 1st to the 3rd quintiles, but 20% higher for the 4th and 45% higher for the 5th quintiles, and for the Ankara sample, our sample is approximately 45% higher than the national average and 25% higher than the averages for urban areas in each quintile.
Four questions on subjective perception of risks are asked after the set of choice experiment questions. The questions are on perceived mortality risk, individual responsibility, private knowledge, and the role of public policy (Table 3) . Respiratory disease is perceived to have the lowest mortality risk while it is the highest for lung cancer. Personal responsibility is considered to be the highest for traffic accident for Afsin-Elbistan and Ankara and it is lung cancer in Kutahya-Tavsanli. More than 80 percent of the respondents in Afsin-Elbistan and Kutahya-Tavsanli believe that it is the government's responsibility to reduce the risks of lung cancer, respiratory disease and traffic accident. It also became clear that the perceived risk from "Other type of Cancer" might be ambiguous among respondents as we observe the lowest proportion of agreement for private knowledge for all study areas. 
Estimation Models
In this article, we report the estimated results for the following eight specifications. The definitions of all variables are listed in Table 4 . Model 1 is our base model with only the attribute variables and the status-quo constant. The risk type coefficients are used to derive the WTP for risk reduction by a specific cause regardless of the amount of risk reduction:
Model 2 is designed to reveal the changes in the valuation of 1 in 10,000 risk reduction depending on the different risk types. Statistically significant estimates for 3 β , 4 β and 5 β indicate the differences in willingness to pay for 1 in 10,000 risk reduction caused by different types of risks. 
Results
General Results for Adults
All models are estimated with the NLOGIT 4.0 software by the random parameter logit model using 1,000 repetitions for simulated probabilities with Halton draws. We specify the PRICE, ASC_SQ and all variables with cross-terms as fixed parameters. The RISK, DATE, LUNG, CANCER and TRAFFIC coefficients are allowed to vary and are assumed to be normally distributed. The estimated results for Model 1 are presented in Table 5 for each city and the pooled data. In Model 1, all variables are statistically significant at least at the five percent level. All statistically significant estimates are with expected signs, i.e., negative for PRICE and DATE, positive for RISK, indicating the preferences for lower price, earlier and higher risk reductions. The statistically significant estimates for standard deviation parameters indicate that these parameters actually vary in the population. The variables for the causes of premature mortalities, LUNG (lung cancer) and CANCER (other cancer) are positive, while TRAFFIC is negative and significant. The base line risk type is the respiratory disease. This result suggests that the WTPs for reducing risk caused by the lung cancer or other type of cancer are higher (regardless of the amount of risk reduction) than the respiratory disease case and is lower than the traffic accident. Furthermore, it is revealed that different amount of premiums are given to different types of cancers. The ranking of the premiums (1. lung cancer, 2. other type of cancer, 3. respiratory diseases, 4. traffic accident) coincides in all three cities.
When we compare the results across the cities, the different characteristics observed for Kutahya-Tavsanli become clear. Risk reduction is evaluated the most and postponed risk reduction for one year (DATE) is devaluated the most in Kutahya-Tavsanli. However, the respondents in Kutahya-Tavsanli are more sensitive to the price of the risk reduction package. As a result, when we calculate the willingness to pay for 1 in 10,000 risk reduction and the value of statistical life, the results for Kutahya-Tavsanli are recorded as the lowest. Here, we observe the discrepancy between the risk perception and willingness (capability) for payment. This tendency could also be observed from the difference in the out-of-pocket monthly medical costs for chronic illnesses in these cities. The average monthly out-of-pocket medical cost is 72 TL (maximum 7500 TL) in Afsin-Elbistan while it is 40 TL (maximum 3000 TL) in Kutahya-Tavsanli in our sample. Kutahya-Tavsanli respondents care about the differences of the causes of the mortality risk reductions the most as well.
The alternative specific constants for the status quo (ASC_SQ, coded as 1 for status-quo and 0 otherwise) are negative and significant for all models. This implies the disutility against the status-quo or the no-risk reduction situation. Such disutility is the highest in Kutahya-Tavsanli and the lowest in Ankara. The PRICE variable is also negative and statistically significant as expected, meaning an increase in the price of the mortality risk reduction decreases the probability of an alternative profile to be chosen as oppose to the status quo.
The point estimates of marginal WTP and the estimated VSL are reported in Table 6 , based on the estimated results of Model 1 and using the TL-USD exchange rate as of July 2nd, 2012 (1 USD = 1.80 TL) and the purchasing power parity (PPP) of TL × 1.189 by using the 2011 PPP values reported in the OECD.StatExtracts database [23] . The standard errors are estimated by using 10,000 repetitions of the Krinsky and Robb method [24] . The values of 1 in 10,000 reduction of mortality risk are calculated as 85 TL ($47), 53 TL ($29), and 69 TL ($38) for Afsin-Elbistan, Kutahya-Tavsanli, and Ankara, respectively. Although the risk reduction is evaluated the highest in Kutahya-Tavsanli, due to the price sensitivity, the calculated MWTP for 1 in 10,000 risk reduction becomes the lowest among three cities. The risk reduction that will start after one year decreases the WTP by 471 TL ($262), 508 TL ($282), and 466 TL ($259) for Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively, compared to the immediate risk reduction. This result suggests that the discount rate for the risk reduction is the highest in Kutahya-Tavsanli and the lowest in Ankara. Although we cannot compare the magnitudes of cancer premiums directly across different cities since the LUNG, CANCER and TRAFFIC variables are dummy variables, we confirmed that people evaluate distinctive types of risk reduction differently regardless of the reduction amount. This is further investigated with Model 2 in the following section. Compared to the alternatives, the status quo option (no reduction in premature mortality risk) is associated with the lower level of utility, and the difference is found to be 940 TL ($522), 851 TL ($473), and 883 TL ($491) in Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively. As in the case for RISK estimate, although respondents in Kutahya-Tavsanli seek for the risk reduction alternatives the most, its WTP is estimated the lowest among others due to their price sensitivity. Although transfers of WTP estimates to other parts of Turkey have to be done through well-examined benefits transfers, if we focus on the relationship between the national and sample income distributions, the WTP estimates for Afsin-Elbistan and Kutahya-Tavsanli could be good representatives for the rural areas and the national average, respectively. The WTP for Ankara might be overestimated for urban population. However, as the WTP values for Afsin-Elbistan are higher than the ones in Kutahya-Tavsanli where the income level is higher, it is difficult to generalize our estimates to other areas without taking into account other major factors such as the baseline health and environmental risks. As for the derived VSL, the highest VSL is for the Afsin-Elbistan sample while the lowest is for Kutahya-Tavsanli. As we have discussed earlier, there are two factors affecting the magnitudes of VSL. One is the level of premature mortality risk perception and the other is willingness and capacity to pay for risk reduction. If we use the result from pooled data as the average VSL in these three cities in Turkey, 740,838 TL (489,364 PPP adjusted USD), about half a million dollars is the VSL value we have estimated for Turkey.
Although our estimated VSL is higher than the VSL estimated in developing countries such as in China ($4000-$17,000 in 1999 USD [4] , $34,458 in 1998 USD [11] ) and India ($150,000, PPP adjusted 2005 USD, [10] ), it is significantly lower than the estimates for developed countries such as $7.4 million (in 2006 USD), the recommended value by the U.S. Environmental Protection Agency for USA [6] and $ 2.9 million in 2002 USD for Japan estimated by Tsuge et al. [17] . Our estimate is slightly more than one-fourth of the value adopted by the European Environment Agency (EEA), that is 1.4 million Euro in 2000 Euros (approximately $1.34 million in 2000 USD or $1.72 million in 2012 USD) [7] . It is a half of the middle value of VSL estimates using income-elasticity adjustment ($0.6 million (in 1989 USD) = $0.98 million (in 2012 USD)) and very close to the middle value of VSL estimates using wage-rate adjustment ($0.29 million (in 1989 USD) = $0.47 million (in 2012 USD)) for Central and Eastern Europe derived by Krupnick et al. [25] based on benefits transfer using US, Canada and Western European studies. Other studies that estimated a similar VSL as our study are the one for Mongolia ($0.49 million in PPP adjusted 2009 USD, [9] ) and the wage-based estimates for Taiwan, $0.4 and $0.6 million in the late 90s [26, 27] .
Model 2 is intended to reveal the "Cancer Risk Premium" (Table 7) . Here, we define the cancer risk premium as the summation of two factors, (i) WTP for the opportunity of reducing the cancer risk (regardless of the degree of risk reduction) and (ii) WTP for reducing the cancer risk per one unit (1/10,000 in our case) of mortality risk reduction [15] . Therefore, the total cancer risk premium that is defined as the difference from the base risk case (respiratory disease) can be calculated as follows:
where k corresponds to risk types, LUNG or CANCER, and are the coefficients of risk type-risk cross terms (RESP is the base risk type). The first term does not rely on the amount of risk reduction while the second term is the WTP per unit reduction of the mortality risk. For example, the premium for the general cancer risk for Afsin-Elbistan is calculated as . The difference between the mortality risk reduction from respiratory illness and from traffic accident is also calculated by setting −β k as −β Traffic and β k_RISK as β Traffic_RISK . The premium for the larger risk reduction should be calculated as the first term plus the second term multiplied by the size of the risk reduction. The calculated premiums by taking RESP as the base risk type is reported in Table 8 . The premiums are positive for both lung cancer and the other type of cancer. The negative calculated "Premium" for traffic accident indicates the respondents' stronger preference for reducing the mortality risk from respiratory illnesses compared to the traffic accident. Distribution of risk-risk trade-offs between the risk of contracting chronic bronchitis (CB) and auto fatality reported in Viscusi et al. [28] shows that for the median respondent, the auto death risk was three times more highly valued than the CB risk while the top 20% of the distribution of trade-offs revealed that CB was more highly (up to four times) valued than traffic fatality. Since our study considers mortalities from both risks, we cannot compare the results directly. However, it seems that our respondents value the mortality risks between respiratory illnesses (including CB) and traffic accidents quite differently from their study.
Since we did not provide detailed description of each risk type, respondents' answers were based on their perceived mortality risks from each risk type. One of the follow-up questions ("The mortality risk of the following risk type is high, do you agree?") reveals individuals' perceptions on mortality risks (Table 3 ). The perceived mortality risk is the highest for Lung Cancer, followed by Traffic Accident and Other Type of Cancer. The calculated differences in the WTP values and the perceived mortality risk for each risk type reveals that the WTP is not solely determined by the level of perceived mortality risk, but also with other factors such as pain, fear, and the duration of suffering. The result shows that our respondents gave a higher weight for non-mortality aspects of respiratory illnesses. The calculated cancer premium for lung cancer is 213% on average, and it is 597% for other types of cancer.
Although there is no study estimating the cancer premium in developing countries, to the best of our knowledge, if we compare our results from the cancer premium estimates for developed countries that range from no premium to 200% premium, it seems quite high. In UK, the cancer premium of 100% is recommended [29] and in the US, it is 50% for their policy assessments [30] . Magat et al. [31] found a 58% premium for curable lymph cancer against automobile accident deaths at the mean values, Viscusi et al. [32] estimated the cancer premium for fatal bladder cancer from drinking arsenic contaminated water and found a 21% premium compared to the US estimates for acute accidents using a large US sample, and Van Houtven et al. [33] found a 200% premium for cancer ($19 million) against immediate fatal accidents ($6 million) when the latency period was 5 years in the US. Hammitt and Liu [34] found a 30% premium for lung or liver cancer compared to the non-cancer lung or liver diseases in Taiwan, while Hammitt and Haninger [35] found no premium in the US.
The extremely high premium for the general (non-lung) cancer risk is highly likely due to the generality of the "cancer" definition. According to the subjective risk perceptions reported in Table 3 , "Other Type of Cancer" earned the lowest percentages of agreement for all four questions, the lowest perceived mortality risk, the lowest personal responsibility, the lowest private knowledge and the lowest responsibility of public policy for all three study areas. This is an indication of the variations in the respondents-defined risk type and it is also possible that some respondents consider multiple types of cancer risks at the same time. In addition, people tend to over-estimate the risk when they are not familiar with it. This result brings us to the conclusion that "cancer risk premiums" have to be determined based on a specific type of cancer, not as general cancer. Therefore, we conclude that 213% of lung cancer premium is a more reliable estimate than the general cancer premium in our study. 
Results for Models with Individual Characteristics
Models 3 and 4 include basic individual characteristics, GENDER, AGE, AGE2 (age squared) and HHINC (monthly household income divided by 1000) as the cross-terms with the status-quo variable (Model 3) or the RISK variable (Model 4). As shown in Table 9 , GENDER does not influence the preference over the status-quo or risk valuation. As for age and status-quo preference, there is no significant relationship observed in Afsin-Elbistan and Ankara; but in Kutahya-Tavsanli, we confirmed a weak evidence of a U-shaped relationship, as an individual's age increases the preference for status-quo decreases, but after age 41, it becomes less as she/he gets older. This finding coincides with the one in Bhattacharya et al. [10] . In Afsin-Elbistan and Kutahya-Tavsanli, the higher the respondents' household income is, the less likely the status-quo option is preferred. We did not confirm the same relationship for Ankara. As for the age and household income influences on the risk evaluation, we observed no impact in Afsin-Elbistan and Ankara. The result for Kutahya-Tavsanli reveals that the respondents with higher income tend to evaluate the risk more, as monthly income increases by 1000 TL, WTP for risk reduction, ceteris paribus, will increase by 63 TL. We also confirmed an inverse U-shaped relationship between age and risk, hitting a peak around the age of 38 in Kutahya-Tavsanli. The studies that confirmed an inverse-U relationship include Vassanadumrongdee and Matsuoka [5] , Carlsson et al. [20] with peaks at 39 and 48 varying by the type of accidents, Aldy and Viscusi [36] with a peak at 46.
The second set of individual characteristics models are estimated as Models 5 (with status-quo cross terms) and 6 (with risk cross terms). The results are listed in Table 10 . Since household income is highly correlated with UNIV, separate models are estimated. According to the Model 5 result, university graduates prefer non-status quo options significantly more than non-graduates in Afsin-Elbistan and Kutahya-Tavsanli. We did not observe the same result in Ankara. Certain proportion of university graduates found in our sample in Afsin-Elbistan and Kutahya-Tavsanli have moved from larger cities and have been working as teachers or as assigned government employees. Therefore, in addition to the "education-effect", such distinct characteristics of university graduates in local cities might have caused the clear differences in the preference for the status quo. In Afsin-Elbistan and Kutahya-Tavsanli, those who are using coal as the main household heating source prefer selecting the status-quo option more than others. In Kutahya-Tavsanli and Ankara, those who have been suffering from asthma or chronic bronchitis prefer the risk reduction options. Those who are over 65 and consider themselves as having good health are more likely to select the status-quo option in Kutahya-Tavsanli. Model 6 considers the risk-individual characteristics interactions. University graduates are willing to pay 101 TL and 111 TL more for the risk reduction and those who use coal as their main heating source evaluate the risk less (equivalent to 60 TL and 67 TL less) than others in Afsin-Elbistan and Kutahya-Tavsanli, respectively. People over 65 are willing to pay less for the risk in Kutahya-Tavsanli, but not so in other two cities. We will investigate this age-risk valuation relationship more in Model 7. The good health condition tends to make people value risk reduction less in Afsin-Elbistan (60 TL less) and Ankara (53 TL less). We did not find any evidence of the influence of existing illnesses on the individual preference over risk reduction from the results based on each city. 
Age, Status-Quo Preference and Risk Valuation
Given the insignificant age effects on the valuation of risk reduction confirmed in Model 4 and 6 for Afsin-Elbistan and Ankara, Model 7 and Model 8 with multiple age group dummy variables are tested to further examine the underlying age-status-quo preference and age-risk valuation relationship (Table 11 ). The findings in the existing studies regarding age-risk valuation (VSL) are mixed [13, 16, 37, 38] . By observing the estimates from multiple trials based on Model 7, we identified the "peak" (all the other estimates have negative signs) of the coefficients among other age groups and dropped the identified age group as the baseline of the age dummy variables. The estimated results of Model 7 indicate that the older age groups (60-64 and 65-75 in Afsin-Elbistan, 55-59, 60-64 and 65-75 in Kutahya-Tavsanli, and 55-59 and 60-64 in Ankara) are confirmed to have statistically significantly lower valuation for risk reduction than their base age-groups (30-34 for Afsin-Elbistan and Kutahya-Tavsanli, and 35-39 for Ankara). In other words, we have confirmed the differences in risk preference between 54 and younger and older age groups.
Furthermore, the calculated VSL values based on Model 7 are revealed to be negative for age groups 55-59, 60-64 and 65-75 in Kutahya and 55-59 and 60-64 in Ankara. Negative WTP could be interpreted as 1 in 10,000 risk reduction policy is "bad", not "good" for this age group. One of the possible reasons for this low or negative WTP value could stem from the existing "status-quo bias" among seniors [39, 40] .
In order to test the status-quo bias among seniors, we included three status-quo cross terms with elderly age dummies (55-59, 60-64 and 65-75) in Model 8 in addition to the variables in Model 7. This model is intended to separate the status-quo preference from risk evaluation for senior age groups. The result of the model reveals the disappearance of, or weakened senior discount effect after separating the preference for the status-quo option for the Kutahya-Tavsanli and Ankara case, but not for the Afsin-Elbistan case. The possible causes of "senior discount" could vary, but the stronger preference for the status-quo option among elderly seems to be one of the reasons. As for Kutahya-Tavsanli, no RISK cross terms are statistically significant and AGE6575 × ASC_SQ is positive significant at the one percent level. As for Ankara, AGE6064 × ASC_SQ and AGE6575 × ASC_SQ are statistically significant at the 1% and 10% levels, respectively, indicating the status-quo preference. The signs of AGE5559 × ASC_SQ are all negative and AGE6064 × ASC_SQ and AGE6575 × ASC_SQ are all positive for all locations. This result shows clear changes in the status-quo preference around age sixty. When we separate the status-quo preference from risk valuation, the "senior discount" disappeared (statistically insignificant risk cross terms for AGE5559, AGE6064 and AGE6575 from the Kutahya-Tavsanli and AGE6064 from the Ankara cases). As a result, the corresponding VSL for the relevant age groups became higher. According to Table 12 , the VSL values for all age groups are statistically indifferent from VSL for their base age group (30) (31) (32) (33) (34) for Kutahya-Tavsanli and 35-39 for Ankara), except for the 55-59 age group in Ankara. The VSL for the 55-59 age group is calculated based on the coefficient statistically significant at five percent level as −895,647. We have checked for outliers and outstanding characteristics of each observation in this age group, but did not find anything abnormal. Different model specifications have also been tried, but statistically significant AGE5559 × RISK terms were always found. This unexpected result may stem from the fact that the percentage of respondents who are not working, including housewives and retired, increases significantly from 49% for 50-54 to 84% for the 55-59 age group, and as a result, the average household income decreases from 2932 TL to 2232 TL between these two age groups. Since the retirement age is 60 in Turkey, a remarkable increase in the "not-working" proportion of the 55-59 age group is due to the individuals who decided to retire early. We imagine that this age group is in a transition phase from being labor force, to being not-in-labor-force and people may be under the influence of a "significant income loss" and in a psychological stage of "adjusting the reference point" [41] . Observing the fact that the average household income for 60-64 and 65-75 are even lower (2156 TL, 2076 TL) but with no unexpected pattern, it is possible that there is psychological difference between 60 and above (retired at normal retirement age) and 55-59 (could have worked some more years, but decided to retire early, therefore experienced "income loss" by own decision). Although it is not statistically significant, we observe negative VSL for the 55-59 age group for Kutahya-Tavsanli. However, the difference between the average household income before 55 and 55-59 is not as notable for Kutahya-Tavsanli (around 250 TL) as for Ankara (more than 600 TL). As for Afsin-Elbistan, because of the small difference between the average household income before 55 and 55-59 (approximately 300 TL) and the high background health risk condition, we do not observe the same pattern.
As for Afsin-Elbistan, none of the status-quo cross terms have sufficient explanatory power for this case. This fact could be related to the strong desire among the residents for the policy change regarding air pollution in the area. the VSL for 30-34 age group is 1,592,593 TL while it decreases to 556,424 TL for the 45-49 age group and 123,498 TL for the 65-75 age group. The VSL for the 65-75 age group is approximately one tenth of the peak VSL at the 30-34 age group. This confirms the existence of "senior discount" in this case. However, the amount of discount became smaller once the status-quo bias was removed. 
An Application to Air Pollution Policy Evaluation
Since the main objective of this study is to estimate the monetary value of the benefit of an air pollution reduction policy in Turkey, we now apply the estimated VSLs to the specific policy setting, focusing on the new standard for PM 10 Table 13 .
If we use the EU recommended VSL value of €1.4 million (in 2000 Euros) or $1.72 million (in 2012 USD) in this evaluation, the welfare gains from PM10 reduction are overstated with $182 million (in PPP adjusted 2012 USD) for Afsin-Elbistan and Kutahya-Tavsanli and $1.3 billion for Ankara, that is 3.6 to 5.9 times more than the values our research suggests. Although Turkey is one of the candidate countries of EU, it is revealed that a direct transfer of parameters used for cost-benefit analysis or policy evaluations in EU countries could lead to misleading conclusions. In addition, benefits transfers based on studies conducted in North America or Western Europe with a simple income-based adjustment to the sites in developing countries have a high potential to derive unreliable estimate of VSL since the existing health risk conditions might have stronger influences on WTP and VSL than the differences in household income between the two locations, as we observed in the Afsin-Elbistan and Kutahya-Tavsanli cases, and existing health and environmental risks are typically higher in developing countries. 
Discussion and Conclusion
We have estimated the value of statistical life (VSL) for Afsin-Elbistan, Kutahya-Tavsanli, Ankara, and the pooled case in this study, and obtained 0.85, 0.53, and 0.69 million TL or 0.56, 0.35, 0.46 and 0.49 million PPP adjusted 2012 dollars based on the base models. The WTPs for 1 in 10,000 reduction of the mortality risk are estimated as 85 TL ($56), 53 TL ($35), and 69 TL ($46) for Afsin-Elbistan, Kutahya-Tavsanli, and Ankara, respectively. We also confirmed that the VSLs based on different risk types could result in type-specialized VSL values that are different from the general VSL calculated from an arbitrary cause of risk reduction. Different types of cancer also cause different VSL estimates. The lung cancer premium as the averaged result from three regions is found to be 213% against traffic accident. The effects of a one-year-delayed provision of the risk-reduction service are the reduction of WTP by 482 TL ($318) per person on average, and the disutility from the status-quo (zero risk reduction) against alternative is found to be 891 TL ($589) per person on average. We found no evidence of gender effect on risk or status-quo option evaluation. The households with higher income prefer risk reduction options against the status-quo (Afsin-Elbistan, Ankara), and are willing to pay more for the risk reduction (Kutahya-Tavsanli). For an increase in 100 TL in the monthly household income, the WTP for risk reduction increases by 6.3 TL in Kutahya. University graduates are willing to pay around 100 TL more for 1 in 10,000 risk reduction while the good health condition tends to make people value risk reduction about 55 TL ($36) less. We did not find any evidence of the influence of existing respiratory illnesses on the individual preference over risk reduction while the diseases cause an increase in the willingness to pay of 644 TL ($425) more on average for the risk reduction option.
As for the controversial senior discount, we confirmed that certain senior age groups value risk reduction statistically significantly less than the younger age groups. However, we confirmed that such lower valuation of the risk reduction is partly due to the strong preference toward the status-quo option among elderly. The inclusion of status-quo cross terms with three senior age groups led to the disappearance of the "senior discount" for the Kutahya-Tavsanli and Ankara cases and decreased the magnitude of the senior discount for the Afsin-Elbistan case. In fact, we found no age-effect on risk evaluation for Kutahya-Tavsanli and Ankara (except for the 55-59 age group). Therefore, it is observed that the status-quo bias among elderly people is a partial cause of the lower estimated WTP for risk reduction and lower VSL. We also learned from the Afsin-Elbistan case that the existing environmental health risk situation strongly affects the risk evaluation and the preferences for risk reduction policies. Contrarily, the VSL values for the peak age-groups (30-34 for Afsin-Elbistan and Kutahya-Tavsanli and 35-39 for Ankara) are 1.6 million TL (1 million PPP adjusted USD), 1.1 million TL (0.7 million PPP adjusted USD) and 1 million TL (0.7 million PPP adjusted USD) for Afsin-Elbistan, Kutahya-Tavsanli and Ankara, respectively, or on average, 1.25 million TL (0.8 million PPP adjusted USD).
As the result of the reduction of PM 10 to the EU air quality standard level of 40 µg/m 3 , the premature death reduces by 89 cases in Afsin-Elbistan and Kutahya-Tavsanli and by 641 cases in Ankara. The total estimated welfare gain from the policy in these study areas in terms of reduced premature death is 565 million TL or 373 million PPP-adjusted dollars.
Lastly, the feasibility of conducting a choice experiment in Turkey is confirmed if it is conducted as an in-person interview. Considering the relatively high illiteracy rate especially among females and the relatively low level of education especially in smaller cities, mail or internet surveys are not reasonable options at this point in Turkey. However, if it is conducted in person, considering the fact that 80% to 90% of the respondents considered "understanding hypothetical question" as easy or very easy, and 90% to 95% of the respondents expressed their confidence over their answers to the hypothetical question, it is possible to obtain reliable responses even in a small city such as Afsin. Figure A1 . An Example of 10,000 Human-Shaped-Grid (Partial) for Risk Communication.
